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Gender Minority Stress in Trans and Gender Diverse Adolescents and 
Young People 
Gender minority stress refers to social stressors such as discrimination and stigma 
that gender minorities are subject to. This study examines the relationship 
between gender minority stress and psychological wellbeing in trans and gender 
diverse young people (TGDYP). We used a cross-sectional design to investigate 
the relationship between gender minority stress and mental wellbeing in TGDYP 
aged 16-25. We measured anxiety, depression, general psychological wellbeing, 
gender dysphoria, gender minority stress (distal and proximal), resilience and 
heteronormative beliefs in cisgender (n= 135) and TGD (n= 106) participants. 
Hierarchical regression was used to analyse the data. TGD participants had 
significantly higher levels of anxiety and depression, and poorer general 
wellbeing, than cisgender participants. Although the direction of the relationship 
cannot be determined through our analysis, TGD participants who experienced 
more minority stress and were assigned female at birth had higher levels of 
depression and anxiety. TGD participants with higher resilience scores and were 
assigned male at birth had better wellbeing overall. Our findings suggest that we 
should pay attention to minority stress when thinking about how to reduce 
anxiety and depression in TGDYP. The responsibility for improving wellbeing 
lies not just with services but instead should be held by our whole society.  
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The term transgender refers to a range of gender identities which are 
underpinned by a conflict between someone’s sex assigned at birth (SAAB) and felt 
gender. It includes both binary gender identities (someone may identify as female when 
they were assigned male at birth, or vice versa), and ‘non-binary’ gender identities, 
which are often also referred to by other labels such as agender, pangender, or gender 
fluid (Richards, 2016). In this study, the term ‘trans and gender diverse’ (TGD) will be 
used to refer to the spectrum of transgender identities (Johnston, 2016), while 
individuals who identify fully with their sex assigned at birth are referred to as 
‘cisgender’ (Enke, 2013). Some transgender people experience Gender Dysphoria (GD), 
which is a diagnosis in the Diagnostic and Statistical Manual of Mental Disorders- Fifth 
Edition (DSM-V, APA, 2013), referring to psychological distress due to the mismatch 
between SAAB and felt gender.  
A higher proportion of individuals within TGD communities experience 
psychological distress than in the general population, with some US-based studies 
reporting rates of anxiety and depression that are two to six times higher in TGD 
individuals (Bockting et al., 2013; Harvard Medical School, 2007). TGD adults are also 
significantly more likely to report depressive symptoms and suicide attempts than their 
LGB counterparts (Su et al., 2016). In addition, English population studies report that 
people assigned female at birth (AFAB) have higher rates of anxiety and depression 
than those assigned male at birth (AMAB; McManus et al., 2016).  
Adolescence is a crucial time for many sexual and gender minorities in terms of 
“coming out” and is also a time when many mental health (MH) difficulties emerge 
(Kessler et al, 2007; ONS, 2017). Furthermore, when puberty starts creating bodily 
changes, this has the potential to increase the distress of TGD youth (Steensma et al., 
2011). One UK-based study reported that between 21.7% and 47.8% of 16-25 year-old 
TGD participants were struggling with a MH condition, compared to 18.8% in the 
general population (Rimes et al., 2019; Office for National Statistics [ONS], 2017). 
A model which attempts to explain the higher rates of MH problems in TGD 
people is the Gender Minority Stress Model (GMS Model; Hendricks & Testa, 2012).  
It is based on theories which consider conditions in the social environment to be sources 
of stress (Pearlin, 1989), and is an extension of the Minority Stress Model (Meyer, 
2003). The GMS Model explains how members of gender minority groups are 
disproportionately affected by social stress due to their minority status in society. This 
experience includes both proximal stressors (which take place on a personal/individual 
level, such as internalised stigma) and distal stressors (which take place on a societal 
level, such as discrimination; Mongelli et al., 2019).  
GMS theorises that the higher incidence of MH difficulties in TGD individuals 
is directly related to the stress that they experience due to being part of a marginalised 
group (Hendricks & Testa, 2012). Studies have linked higher rates of psychological 
distress in TGD 18-40 year-olds to higher levels of GMS (Staples et al., 2018). Distal 
minority stressors have been found to be a predictor of suicide attempts, and proximal 
minority stressors a predictor of depressive symptoms in American TGD adults 
(Brennan et al., 2017). GMS also applies to TGDYP populations (Chavanduka et al., 
2021), with a recent cross-sectional study finding that high levels of internalised 
transphobia (a proximal stressor) was associated with higher depression and anxiety in 
American TGDYP (Chodzen et al., 2019).  
Heteronormative beliefs endorse heterosexuality as the only valid sexual 
orientation with the associated implications for male and female gender roles, resulting 
in ongoing discrimination against LGBT people (Habarth, 2014). They are a major 
contributor to GMS, as prejudice and discrimination are directed towards those who do 
not fit these approved norms (Habarth, 2014). Heteronormative beliefs impact on 
gender minorities both overtly, such as within healthcare settings when TGD 
individuals delay seeking treatment due to discrimination, and covertly, an example of 
which is the poor representation of TGD individuals in advertising (Jaffee, Shires & 
Strousma, 2016; Nielsen, Walden & Kunkel, 2000).  In TGDYP, heteronormativity is 
argued to contribute to psychological distress through increasing experiences of health 
inequalities, stigma, violence, and discrimination (Zeeman et al., 2019).  
The Current Research 
While GD plays a role in the relationship between psychological distress and 
TGD identities, the GMS Model posits GMS as another contributor in this relationship. 
Existing research alludes to heteronormative beliefs and attitudes also contributing to 
GMS-related experiences. Much of the research in this area has been conducted with 
adult populations, yet the evidence base suggests that adolescence and young adulthood 
is a common and particularly challenging time to be questioning one’s gender identity. 
The research question explored whether GMS and heteronormative beliefs contribute to 
the psychological distress experienced by TGD adolescents and YP when variance 
related to GD is controlled for. 
Hypotheses 
 
(1) Anxiety and depression scores will be higher in TGD participants than in 
cisgender participants. 
(2) Wellbeing scores will be lower in TGD participants than in cisgender 
participants. 
 
For TGD participants: 
 
(3) Higher scores for distal stress and proximal stress will be positively associated 
with depression and anxiety scores, and negatively associated with wellbeing 
scores, when GD is controlled for. 
(4) Higher scores on the Heteronormative Attitudes and Beliefs Scale (HABS) will 
be positively associated with depression and anxiety scores, and negatively 
associated with wellbeing scores, when GD is controlled for.  
(5) Higher scores for resilience will be negatively associated with depression and 





Participants were aged between 16 and 25 years-old and living in the UK at the 
time of participation. Participants were recruited through local education centres, social 
media pages, internal advertising within the hosting University, and through LGBT 
organisations across the UK.  
241 adolescents and YP took part in the study, of which 106 identified as TGD 
(Table 1). In the TGD group, 88.7% of participants fell below the clinical cut-off point 
of 3 for GD (which would indicate the presence of GD), while only 1.5% in the 
cisgender group scored below 3.
Table 1. Demographic information for participants 
 
 TGD (n= 106) Cisgender (n= 135) 
Mean age (SD) 20 (2.6) 18.5 (2.47) 
Gender identity n (%)   
Cisgender 0 (0) 135 (100) 
Transgender 59 (55.7) 0 (0) 
Nonbinary 24 (22.6) 0 (0) 
Agender 5 (4.7) 0 (0) 
Gender nonconforming 1 (0.9) 0 (0) 
Gender fluid 2 (1.9) 0 (0) 
Genderqueer 3 (2.8) 0 (0) 
Transsexual 3 (2.8) 0 (0) 
Other 9 (8.5) 0 (0) 
Sexuality n (%)   
Heterosexual 8 (7.5) 90 (66.7) 
Bisexual 30 (28.3) 28 (20.7) 
Gay 7 (6.6) 4 (3) 
Lesbian 8 (7.5) 5 (3.7) 
Pansexual 24 (22.6) 4 (3) 
Asexual 7 (6.6) 2 (1.5) 
Demisexual 1 (0.9) 0 (0) 
Queer 13 (12.3) 0 (0) 
Other  8 (7.5) 1 (0.7) 
Prefer not to say 0 (0) 1 (0.7) 
Sex assigned at birth n (%)   
Male 25 (23.6) 18 (13.3) 
Female 81 (76.4) 117 (86.7) 
Design and procedure 
We collected study data using an online survey. Ethical considerations included 
ensuring that the information given to participants and the measures that they completed 
did not trigger excess emotional distress, and that participants were aware of this being 
a risk before taking part. Ethical approval was granted by the University of XXX 
Psychology research ethics panel (ref 19-008). The study design was guided by input 
from a local LGBT youth group: the format and wording used on recruitment posters, 
information sheets and debriefs were changed according to this feedback.  
Measures 
Demographics 
Participants answered questions describing their age, relationship status, 
ethnicity, nationality, educational level, sexuality, and gender identity. Demographic 
information relating to sexuality and gender identity was collected using multiple-
choice options (as listed in Table 1), but participants were also able to define these 
characteristics using free-text boxes under ‘other’. 
 
Patient Health Questionnaire-9 
The Patient Health Questionnaire-9 (PHQ-9; Spitzer, Kroenke & Williams, 
1999) is a nine-item questionnaire designed to measure depressive symptoms which has 
been validated for use with adolescents (Richardson et al., 2010). Each item is scored on 
a four-point Likert scale (‘0= not at all’ to ‘3= nearly every day’) with higher scores 
indicating more severe depressive symptoms. It had good internal consistency (α= .91) 
in the current study. 
 
Generalised Anxiety Disorder Assessment 
The Generalised Anxiety Disorder Assessment (GAD-7; Spitzer et al., 2006) is a 
seven-item instrument measuring Generalised Anxiety Disorder (GAD) symptoms 
validated for use with adolescents (12-17 years; Mossman et. al, 2017). Each item is 
rated on a four-point Likert scale (‘0= not at all’ to ‘3= nearly every day’) with higher 
scores indicating more severe symptoms. It had high internal consistency (α= .89) in the 
current study. 
 
Warwick-Edinburgh Mental Wellbeing Scale 
The Warwick-Edinburgh Mental Wellbeing Scale (WEMWS; Tennant et al., 
2007) is a 14-item instrument which measures general mental wellbeing, validated for 
use with adolescents (Clarke et al., 2010). There are five response categories (1= ‘none 
of the time’ to 5= ‘all of the time’). Lower scores indicate poorer mental wellbeing. It 
had good internal consistency (α= .92) in the current study. 
 
The Gender Identity/Gender Dysphoria Questionnaire for Adolescents and Adults  
The Gender Identity/Gender Dysphoria Questionnaire for Adolescents and 
Adults (GIGDQ-AA; Deogracias et al., 2007) is a 27-item questionnaire developed as a 
dimensional measure of gender identity/GD in adolescents and adults. Each item is 
scored on a five-point Likert scale (‘1= always’ to ‘5= never) and the score is averaged 
to give a final score of between one and five. Lower scores are indicative of more 
gender identity difficulties. Scores of 3 or below are suggested as being indicative of 
GD. The GIGDQ-AA was adapted for this study, as it was identified in the planning 
stages that the language excluded non-binary individuals. It retained good internal 
reliability (α= .98) in the current study.  
 
The Gender Minority Stress and Resilience Measure (GMSR) 
The Gender Minority Stress and Resilience Measure (GMSR; Testa et al, 2015) 
measures nine constructs to assess minority stress and resilience factors in TGD people. 
Four of the subscales measure distal factors, three measure proximal factors, and two 
measure resilience factors, with five to nine items per subscale and a total of 58 items 
overall. The concepts of distal and proximal stressors refer to external sources of 
minority stress (e.g. violence and discrimination) and internal sources (e.g. negative 
expectations for the future and internalised transphobia) respectively. 
Answers for items in the subscales looking at ‘gender-related discrimination/ 
rejection/ victimization’ are scored with a zero for ‘no’ and one for any other answer 
(‘yes, before age 18/after age 18/in the past year’). The remaining subscales 
(‘nonaffirmation of gender identity’, ‘internalised transphobia’, ‘negative expectations’, 
‘nondisclosure’, ‘community connectedness’ and ‘pride’) have five response categories 
ranging from 0 for ‘strongly disagree’ to 4 for ‘strongly agree’. Higher scores on the 
distal and proximal stressor scales indicate more minority stress while higher scores on 
the pride and community connectedness subscales indicate higher resilience. The 
subscales had good internal validity (between α=.73 and α= .97) in the current study. 
Due to researcher error, the GMSR scale was administered with a subscale missing 
from the proximal stress scale (nondisclosure). The internal reliability of this scale was 
found to be acceptable (α = .73) and was therefore included in the analysis. 
 
Heteronormative Attitudes and Beliefs Scale 
The Heteronormative Attitudes and Beliefs Scale (HABS; Habarth, 2014) is a 
16-item measure consisting of two subscales (‘essential sex and gender beliefs’ and 
‘normative behavioural attitudes’), designed to measure heteronormative attitudes and 
beliefs in respondents. It was initially validated with a group of participants aged 22 
years and older so is not currently validated with a younger age group. Items are scored 
on a seven-point Likert scale (1= ‘strongly disagree’ and 7= ‘strongly agree’). Higher 
scores are indicative of stronger heteronormative beliefs/attitudes. Both subscales had 
good internal consistency (α = .8 - α = .89) in the current study. 
 
Analysis Plan 
We completed assumption testing to confirm that our data met the assumptions 
of collinearity, independence of residuals, homogeneity of variance, and 
multicollinearity. We also checked the internal reliability of our measures. We dummy 
coded the variable for sex assigned at birth (0= male, 1= female) and sexuality (0= 
heterosexual, 1= all other sexualities) to allow us to incorporate these nominal variables 
into the regression analysis.  
Correlational analyses (Table 2) were used to identify any demographic factors 
which interacted significantly with the dependent variables (DVs; depression, anxiety, 
general wellbeing). Age, SAAB, and sexuality were the factors which appeared to 
interact with the variables. GD was included as a control variable due to the higher rates 
of GD in TGD participants compared to the cisgender group.  
To test hypotheses 1 and 2, analyses of covariance (ANCOVAs) were used, 
controlling for age, sexuality, and SAAB, to test the difference in means between the 
two participant groups (cisgender and TGD) on the three DVs. For hypotheses 3-5, 
hierarchical regression analyses were used to identify the association between DV 
scores and independent variables (IVs; distal/proximal stress scores, resilience scores, 
and heteronormative beliefs and attitudes) for TGD participants only, controlling for 
age, sexuality, SAAB, and GD. A separate regression analysis was run for each of the 
three DVs. 
Table 2. Correlation Matrix of Variables 
 
Age Sexuality Sex Gender Dysphoria Depression Anxiety Wellbeing 
Age 1 - - - - - - 
Sexuality .35** 1 - - - - - 
SAAB -0.05 -0.08 1 - - - - 
Gender Dysphoria -.35** -.6** 0.1 1 - - - 
Depression  .2** .37** 0.1 -.44** 1 - - 
Anxiety 0.1 .31** .14* -.36** .79** 1 - 
Wellbeing -.18** -.33** -0.08 .35** -.75** -.65** 1 
*p < .05  **p < .01, SAAB= Sex assigned at birth; SAAB was coded (0=male, 1=female) 
 
Results 
Analyses of Covariance  
Depression, Anxiety and Psychological Wellbeing 
When controlling for age, GD, sexuality and sex, TGD participants had higher 
depression (F[1, 240]=14, p=<.001; Table 3) and anxiety scores than the cisgender 
group (F[1, 240]=8.78, p=.003), and lower wellbeing scores (F[1, 240]=7.23, p=.008). 
 
Table 3. Means and SDs by participant group 
Abbreviations: M= Mean, SD= Standard Deviation, TGD= Trans and Gender Diverse, PHQ-9= 
Patient Health Questionnaire, GAD-7= Generalised Anxiety Disorder Assessment, WEMWS= 
Warwick-Edinburgh Mental Wellbeing Scale, GIGDQ-AA= Gender Identity/Gender Dysphoria 
Questionnaire for Adults and Adolescents, HABS= Heteronormative Attitudes and Beliefs Scale. 
 
Cisgender (n=135) TGD (n=106) 
 
M SD M SD 
PHQ-9  9.02 6.45 14.7 7.03 
GAD-7  7.44 5.19 10.9 5.23 
WEMWS  43.3 9.62 37 8.92 
GIGDQ-AA 4.76 0.48 2.28 0.51 
Distal Stress 7.58 4.59 35.8 11.4 
Proximal Stress  26.1 13.4 56.6 12 
Resilience  39.3 7.95 40.7 11.5 
HABS 39.3 16 26.5 9.38 
Hierarchical Regression Analyses 
Four models were used for our hierarchical regression analyses predicting the 
outcome variables depression, anxiety and wellbeing. Model 1 included age, sexuality 
and GD, Model 2 added distal and proximal stress, Model 3 added heteronormative 
beliefs and Model 4 added resilience. 
 
Depression 
Model 1 (age, sexuality and GD) predicted a significant amount of variance in 
the scores (Table 4). Model 2 (distal and proximal stress) predicted significantly more 
variance than Model 1, whereas Model 3 (heteronormative beliefs) and Model 4 
(resilience) did not predict significantly more variance. In Model 1 there was a 
statistically significant relationship between sex, sexuality and depression scores (non-
heterosexual participants and participants AFAB had higher depression scores), and 
participants with higher GD scores had higher depression scores. In Models 2, 3, and 4, 
participants AFAB had higher depression scores and participants who experienced more 
proximal stress also had higher depression scores. There was no significant relationship 
between GD and depression scores.  
 
Anxiety 
Model 1 (age, sexuality and GD) predicted a significant amount of variance in 
the scores (Table 5). Model 2 (distal and proximal stress) predicted significantly more 
variance than Model 1, whereas Model 3 (heteronormative beliefs) and Model 4 
(resilience) did not predict significantly more variance. In Model 1 there was a 
statistically significant relationship between sex and sexuality and anxiety scores (non-
heterosexual participants and participants AFAB had higher anxiety scores), and 
participants who experienced more GD had higher depression scores. In Models 2, 3, 
and 4, participants AFAB had higher anxiety scores and participants who experienced 
more distal stress had higher anxiety scores. There was no statistically significant 
relationship between GD and anxiety scores. 
 
Wellbeing 
Model 1 (age, sexuality and GD) did not predict a significant amount of variance 
in the scores (Table 6). Model 2 (distal and proximal stress) predicted significantly 
more variance than Model 1, with Model 3 (heteronormative beliefs) and Model 4 
(resilience) each predicting significantly more variance in turn. In Model 1 there was a 
statistically significant relationship between sex and sexuality and depression scores 
(heterosexual participants and participants AMAB had higher wellbeing scores), and 
participants who experienced less GD had higher wellbeing scores. In Models 2 and 3, 
participants AMAB had higher wellbeing scores, and it also appeared that participants 
who experienced less proximal stress had higher wellbeing scores. In Model 4, 
participants with higher resilience scores had higher wellbeing scores. 
Table 4. Hierarchical Regression Analysis for Variables Predicting Depression Scores in TGD Participants (n=106) 
 
*p < .05 **p < .01; SAAB= Sex assigned at birth; HAB= Heteronormative Attitudes and Beliefs. 
 Model 1 Model 2 Model 3 Model 4 
Variable  B SE B β B SE B β B SE B β B SE B β 
Age .07 .17 .03 .03 .17 .01 .01 .17 .01 -.03 .17 -.01 
Gender Dysphoria -1.87 .4 -.34** .15 .7 .03 .22 .7 .04 .11 .7 .02 
Sexuality 2.44 1.08 .17* 1.9 1.05 .13 1.45 1.11 .1 1.22 1.11 .08 
SAAB 2.74 1.09 .15* 2.92 1.05 .15** 2.88 1.05 .15** 2.87 1.05 .15** 
Distal Stress 
   
.08 .06 .19 .08 .06 .2 .09 .06 .2 
Proximal Stress 
   
.11 .03 .3** .11 .03 .31** .1 .03 .27** 
HAB 
      
-.04 .03 -.09 -.06 .03 -.11 
Resilience          -.08 .04 -.11 
             
R2 0.23 0.29 0.3 0.3 
F for change in R2 17.6** 8.91** 1.69 3.52 
F  17.6** 15.5** 13.6** 12.5** 
Table 5. Hierarchical Regression Analysis for Variables Predicting Anxiety Scores in TGD Participants (n=106) 
 
 
Model 1 Model 2 Model 3 Model 4 
Variable B SE B β B SE B β B SE B β B SE B β 
Age -.12 .13 -.06 -.15 .13 -.07 -.16 .13 -.08 -.19 .13 -.09 
Gender Dysphoria -1.22 .31 -.3** .79 .54 .19 .85 .54 .21 .79 .54 .19 
Sexuality 1.85 .84 .17* 1.41 .82 .13 1.06 .86 .1 .94 .86 .08 
SAAB 2.5 .85 .18** 2.72 .82 .19** 2.69 .82 .19** 2.68 .82 .19** 
Distal Stress 
   
.15 .04 .45** .15 .04 .44** .15 .04 .46** 
Proximal Stress 
   
.04 .03 .16 .05 .03 .16 .04 .03 .14 
HAB 
      
-.03 .03 -.09 -.04 .03 -.11 
Resilience          -.05 .03 -.08 
             
R2 .18 .24 .25 .25 
F for change in R2 12.7** 10.2** 1.63 1.91 
F 12.7** 12.5** 11** 9.9** 
*p < .05 **p < .01; SAB= Sex assigned at birth; HAB= Heteronormative Attitudes and Beliefs 
 
 
Table 6. Hierarchical Regression Analysis for Variables Predicting Wellbeing Scores in TGD Participants (n=106) 
 
 
Model 1 Model 2 Model 3 Model 4 
Variable  B SE B β B SE B β B SE B β B SE B β 
Age -.16 .24 -.04 -.11 .23 -.03 -.11 .24 -.03 .03 .23 .01 
Gender Dysphoria 1.82 0.56 .25** -1.03 .99 -.14 -1.03 .99 -.14 -.69 .96 -.09 
Sexuality -3.44 1.52 -.17* -2.72 1.49 -.14 -2.72 1.58 -.14 -2.01 1.53 -.1 
SAAB -3.03 1.54 -.12* -3.3 1.5 -.13* -3.3 1.5 -.13* -3.26 1.45 -.13* 
Distal Stress 
   
-.14 .08 -.24 -.14 .08 -.24 -.17 .08 -.29 
Proximal Stress 
   
-.13 .05 -.27** -.13 .05 -.27** -.09 .05 -.18 
HAB 
      
0 .05 0 .05 .05 .07 
Resilience          .26 .06 .26** 
             
R2 .16 .21 .21 .27 
F for change in R2 11.3** 7.68** 0 .58** 
F 11.3** 10.5** 9** 10.8** 




The aim of this study was to explore how participants’ experience of gender 
minority stress, and their heteronormative attitudes and beliefs, were associated with 
psychological distress. We found support for our hypothesis that there would be higher 
levels of anxiety and depression and poorer psychological wellbeing in TGD 
participants. There was support for the hypothesis that higher distal and proximal 
minority stress would be associated with greater anxiety and depression and poorer 
wellbeing in TGD participants, even after adjusting for GD. The hypothesis regarding 
heteronormative beliefs was partly supported, as lower heteronormative beliefs only 
predicted higher wellbeing before resilience was included in the regression model. 
There was partial evidence for our final hypothesis, as participants with higher 
resilience had better psychological wellbeing. However, we did not find a significant 
relationship between resilience and depression/anxiety scores. 
The finding that levels of anxiety and depression were significantly higher, and 
psychological wellbeing significantly lower, in TGD participants is in keeping with the 
existing literature in this area (Rimes et al., 2019). In the TGD group, 88.7% of 
participants met the clinical cut-off for a diagnosis of GD. However, our findings 
suggest that GD is only part of the picture when it comes to explaining the relationship 
between being TGD and poor MH. GD was only a significant predictor of higher levels 
of depression and anxiety when minority stressors were not factored into the models. 
This highlights that GMS and resilience are associated with the variation in scores more 
so than GD alone.  
Depression had a stronger relationship with proximal stressors, and anxiety with 
distal stressors. This relationship is supported by the existing literature (Bockting et al., 
2013). Although not all TGD individuals report feeling distressed about their gender 
identity, in general, they still experience more MH difficulties as a group than cisgender 
individuals. Our findings offer an explanation as to why this might be, supporting the 
argument that minority stress is a key factor in the relationship between higher levels of 
anxiety and depression and being a TGDYP (Hendricks & Testa, 2012).  
It is unclear why heteronormative attitudes and beliefs were not associated with 
depression, whereas proximal stressors (including internalised transphobia) were. One 
possible explanation is that having more flexible beliefs about gender roles and 
normative behaviours acts as a protective factor against emotional distress but is not 
enough in itself to reduce distress. Alternatively, heteronormative attitudes and beliefs 
may be factors which moderate other aspects of GMS rather than directly impacting on 
emotional distress. However, there is not currently much research to explain this 
relationship in more detail. 
Resilience (consisting of pride and community connectedness) was associated 
with higher wellbeing scores but not with lower anxiety or depression. Although their 
study looked at an adult TGD population, Bockting et al. (2013) found that family 
support, peer support, and identity pride were negatively associated with psychological 
distress and were therefore felt to be protective factors. With our younger population, it 
is likely that these factors would be as protective, if not more so. Adolescents and young 
adults are more likely to be living with their family, so family and peer relationships are 
of particular importance (Johns et al., 2018).  
Clinical Implications of the Findings 
While supporting TGD adolescents and YP, focusing only on reducing difficult 
emotional experiences might improve negative symptoms, but may not necessarily 
improve general wellbeing. There appear to be different pathways and processes 
through which symptoms of mental ‘illness’ operate, in comparison to mental 
‘wellbeing’ at the other end of the scale. This is in line with research which suggests 
that mental wellbeing exists relatively independently from symptoms of mental illness 
(Weich et al., 2011). To improve mental wellbeing as well as reduce emotional distress, 
our findings suggest that we need to consider building resilience as well as attending to 
GD and GMS. 
Specialist services could draw on this research to educate other professionals 
about the role of GMS in the psychological wellbeing of TGD YP by asking questions 
about this in assessments and including this as a factor in formulations and 
interventions. On a societal level, our research suggests that gender minority stressors 
are having a detrimental impact on the MH and wellbeing of TGD youth. Services 
should consider how they can actively engage in shifting public attitudes towards TGD 
adolescents and YP by working with the wider community. 
Limitations and Directions for Future Research 
A significant limitation of this research is the cross-sectional design of the study, 
which cannot tell us about the direction of the relationship between our variables. While 
it is possible that participants who experience more GMS may have higher levels of 
anxiety and depression as a result, the direction of the relationship may be the opposite. 
This would make sense in the context of cognitive biases, such as the attentional bias 
towards external negative cues associated with high levels of anxiety, and a bias 
towards interpreting ambiguous situations in a negative light in depressed individuals 
(Wisco & Nolen-Hoeksema, 2010).  
Due to researcher error, the GMSR scale was administered without one of the 
nine subscales (nondisclosure). We checked the internal reliability of the subscale 
(proximal stress) and found that the reliability was acceptable (α = .73).  Another 
limitation concerns the gender-related discrimination, victimization and rejection 
subscales (distal stress), which were not inclusive of participants aged under 18. There 
is now a measure which has been adapted for adolescents which we were unfortunately 
not able to use in this research (Hidalgo et al., 2019). Future research would benefit 
from using this adolescent-specific measure to explore GMS in this population. 
No more than 30% of the variance in scores can be accounted for by the models 
tested in this research, which is important when it comes to interpreting the meaning of 
our findings. There are likely to be a range of other factors involved in mediating this 
relationship, including childhood maltreatment/abuse, which has been found to be more 
common for TGD individuals (Bandini et al., 2011). It would be beneficial for future 
research to collect data from participants in relation to these factors to see if other 
models may account for a greater proportion of the variance in scores.  
While the samples are matched in terms of SAAB being predominantly female 
in both groups, it is acknowledged that in the cisgender group this may limit the 
generalisability of the results, as in the general population the split between AFAB and 
AMAB is closer to 50% and 50%. The distribution of SAAB was not intentional and is 
likely a result of the opportunistic sampling method used. 
 
We note that most of the existing research referred to within the discussion 
section has been conducted with adult populations. More research with TGD 
adolescents and young people is needed to confirm and replicate the outcomes of this 
study. It would also be helpful to look more closely at heteronormativity and the role 
this factor might play in mediating levels of anxiety, depression and general wellbeing 
in TGD adolescents and YP. 
Conclusion 
This study explored the relationship between GMS, resilience, and 
heteronormative beliefs and the psychological wellbeing of TGD adolescents and young 
people. Our hypotheses were largely supported, although resilience and heteronormative 
beliefs did not have the predicted relationship with anxiety and depression. Our results 
support much of the existing literature, and we extend these findings by identifying that 
GMS plays more of a significant role in predicting psychological outcomes for this 
group of individuals than GD. This is somewhat contrary to other research and has not 





American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders: DSM-5 (Fifth edition. ed.). Arlington, VA: American Psychiatric 
Association. 
 
Bandini, E, Fisher, A D, Ricca, V, Ristori, J, Meriggiola, M C, Jannini, E A, Manieri, C., 
Monami, M., Fanni, E., Galleni, A., Forti, G., Mannucci, E. & Maggi, M. (2011). 
Childhood maltreatment in subjects with male-to-female gender identity disorder. 
International Journal of Impotence Research, 23(6), 276-285. 
 
Bockting, W. O., Miner, M. H., Swinburne Romine, R. E., Hamilton, A., & Coleman, E. 
(2013). Stigma, mental health, and resilience in an online sample of the US transgender 
population. American journal of public health, 103(5), 943. 
doi:10.2105/AJPH.2013.301241 
 
Brennan, S. L., Irwin, J., Drincic, A., Amoura, N. J., Randall, A., & Smith-Sallans, M. (2017). 
Relationship among gender-related stress, resilience factors, and mental health in a 
Midwestern U.S. transgender and gender-nonconforming population. International 
Journal of Transgenderism, 18(4), 433-445. doi:10.1080/15532739.2017.1365034 
 
Butler, J. (1990). Gender trouble: feminism and the subversion of identity. New York: 
Routledge. 
 
Chavanduka, T.M.D., Gamarel, K.E., Todd, K.P. & Stephenson, R. (2021) Responses to the 
gender minority stress and resilience scales among transgender and nonbinary 
youth. Journal of LGBT Youth, 18(2), 135-154. 
 
Clarke, A., Putz, R., Friede, T., Ashdown, J., Adi, Y., Martin, S., Flynn, P., Blake, A., Stewart-
Brown, S. & Platt, S. (2010). Warwick-Edinburgh mental well-being scale (WEMWBS) 
acceptability and validation in English and Scottish secondary school students (The 
WAVES Project). NHS Health Scotland; 
http://www.healthscotland.scot/media/1720/16796-wavesfinalreport.pdf 
 
Chodzen, G., Hidalgo, M. A., Chen, D., & Garofalo, R. (2019). Minority Stress Factors 
Associated With Depression and Anxiety Among Transgender and Gender-
Nonconforming Youth. Journal of Adolescent Health, 64(4), 467-471. 
doi:10.1016/j.jadohealth.2018.07.006 
 
Deogracias, J. J., Johnson, L. L., Meyer-Bahlburg, H. F. L., Kessler, S. J., Schober, J. M., & 
Zucker, K. J. (2007). The Gender Identity/Gender Dysphoria Questionnaire for 
Adolescents and Adults. Journal of Sex Research, 44(4), 370-379. 
doi:10.1080/00224490701586730 
 
Enke, F. A. (2013). The education of little cis: Binary gender and the discipline of opposing 
bodies. In A. Stryker & A. Aizura (Eds.), The Transgender Studies Reader 2 (pp. 234-
247). New York: Routledge. 
 
Habarth, J. M. (2014). Development of the heteronormative attitudes and beliefs scale. 
Psychology & Sexuality, 6(2), 166-188. doi:10.1080/19419899.2013.876444 
 
Harvard Medical School (2007). National Comorbidity Survey (NCS). Retrieved from 
https://www.hcp.med.harvard.edu/ncs/index.php. 
 
Hendricks, M. L., & Testa, R. J. (2012). A Conceptual Framework for Clinical Work with 
Transgender and Gender Nonconforming Clients: An Adaptation of the Minority Stress 
Model. Professional Psychology: Research and Practice, 43(5), 460-467. 
doi:10.1037/a0029597 
 
Hidalgo, M. A., Petras, H., Chen, D., & Chodzen, G. (2019). The Gender Minority Stress and 
Resilience Measure: Psychometric validity of an adolescent extension. Clinical Practice 
in Pediatric Psychology, 7(3), 278-290. 
 
Jaffee, K. D., Shires, D. A. & Stroumsa, D. (2016) Discrimination and Delayed Health Care 
Among Transgender Women and Men, Medical Care 54(11), 1010-1016.  
 
Johns, M., Beltran, O., Armstrong, H., Jayne, P., & Barrios, L. (2018). Protective Factors 
Among Transgender and Gender Variant Youth: A Systematic Review by 
Socioecological Level. Journal of Primary Prevention, 39(3), 263-301. 
doi:10.1007/s10935-018-0508-9 
 
Johnston, L. (2016). Gender and sexuality I: Genderqueer geographies? Progress in Human 
Geography, 40(5), 668-678. doi:10.1177/0309132515592109 
 
Kessler, R. C., Amminger, G. P., Aguilar - Gaxiola, S., Alonso Caballero, J., Lee, S., & Ustun, 
T. B. (2007). Age of onset of mental disorders: a review of recent literature. Current 
Opinion in Psychiatry, 20(4). doi:10.1097/YCO.0b013e32816ebc8c 
 
Meyer, I. H. (2003). Prejudice, social stress, and mental health in lesbian, gay and bisexual 
populations: Conceptual issues and research evidence. Psychological Bulletin, 129(5), 
674–697. doi:10.1037/0033-2909.129.5.674 
 
McManus, S., Bebbington, P., Jenkins, R. & Brugha, T. (eds.) (2016) Mental health and 
wellbeing in England: Adult Psychiatric Morbidity Survey 2014. Leeds: NHS Digital 
 
Mongelli, F., Perrone, D., Balducci, J., Sacchetti, A., Ferrari, S., Mattei, G., & Galeazzi, G. M. 
(2019). Minority stress and mental health among LGBT populations: an update on the 
evidence. Minerva Psichiatrica, 60(1), 27-50.  
 
Mossman, S. A., Luft, M. J., Schroeder, H. K., Varney, S. T., Fleck, D. E., Barzman, D. H., 
Gilman, R., DelBello, M. P., & Strawn, J. R. (2017). The Generalized Anxiety Disorder 
7-item scale in adolescents with generalized anxiety disorder: Signal detection and 
validation. Annals of clinical psychiatry : Official journal of the American Academy of 
Clinical Psychiatrists, 29(4), 227–234A. 
 
Nielsen, J. M., Walden, G., & Kunkel, C. A. (2000). Gendered Heteronormativity: Empirical 
Illustrations in Everyday life. The Sociological Quarterly, 41(2), 283-296. 
doi:10.1111/j.1533-8525.2000.tb00096.x 
 
Office for National Statistics (2017). Sexual identity, UK: 2016. Retrieved from 
https://www.ons.gov.uk/releases/sexualidentityuk2016 
 
Pearlin, L. I. (1989). The Sociological Study of Stress. Journal of Health and Social Behaviour, 
30(3), 241-256. 
 
Richards, C., Bouman, W. P., Seal, L., Barker, M. J., Nieder, T. O., & T'Sjoen, G. (2016). Non-
binary or genderqueer genders. International Review of Psychiatry, 28(1), 95-102. 
doi:10.3109/09540261.2015.1106446 
 
Richardson, L.P., McCauley, E., Grossman, D.C., McCarty, C.A., Richards, J., Russo, J.E., 
Rockhill, C., & Katon, W. (2010). Evaluation of the Patient Health Questionnaire-9 
Item for Detecting Major Depression Among Adolescents. Pediatrics, 126(6), 1117-
1123. 
 
Rimes, K. A., Goodship, N., Ussher, G., Baker, D., & West, E. (2019). Non-binary and binary 
transgender youth: Comparison of mental health, self-harm, suicidality, substance use 
and victimization experiences. International Journal of Transgenderism: Non-binary 
and Genderqueer Genders, 20(2-3), 230-240. doi:10.1080/15532739.2017.1370627 
 
Spitzer, R. L., Kroenke, K., Williams, J. B., & Löwe, B. (2006). A brief measure for assessing 
generalized anxiety disorder: the GAD-7. Archives of internal medicine, 166(10), 1092-
1097.  
 
Spitzer, R. L., Kroenke, K., Williams, J. B. W., & and the Patient Health Questionnaire Primary 
Care Study, G. (1999). Validation and Utility of a Self-report Version of PRIME-MD: 
The PHQ Primary Care Study. JAMA, 282(18), 1737-1744. 
doi:10.1001/jama.282.18.1737 
 
Staples, J.M., Neilson, E.C., Bryan, A.E.B., & George, W.H. (2018). The Role of Distal 
Minority Stress and Internalized Transnegativity in Suicidal Ideation and Nonsuicidal 
Self-Injury Among Transgender Adults. Journal of Sex Research, 55(4-5), 591-603. 
doi:10.1080/00224499.2017.1393651 
 
Steensma, T. D., Biemond, R., de Boer, F., & Cohen-Kettenis, P. T. (2011). Desisting and 
persisting gender dysphoria after childhood: A qualitative follow-up study. Clinical 
Child Psychology and Psychiatry, 16(4), 499-516. doi:10.1177/1359104510378303 
 
Su, D., Irwin, J. A., Fisher, C., Ramos, A., Kelley, M., Mendoza, D. A. R., & Coleman, J. D. 
(2016). Mental Health Disparities Within the LGBT Population: A Comparison 
Between Transgender and Nontransgender Individuals. Transgender Health, 1(1), 12-
20. doi:10.1089/trgh.2015.0001 
 
Tennant, R., Hiller, L., Fishwick, R., Platt, S., Joseph, S., Weich, S., Parkinson, J., Secker, J. & 
Stewart-Brown, S. (2007). The Warwick-Edinburgh mental well-being scale 
(WEMWBS): Development and UK validation. Health and Quality of Life Outcomes, 5, 
Article 63.  doi:10.1186/1477-7525-5-63 
 
Testa, R. J., Habarth, J., Peta, J., Balsam, K., & Bockting, W. (2015). Development of the 
Gender Minority Stress and Resilience Measure. Psychology of Sexual Orientation and 
Gender Diversity, 2(1), 65-77. doi:10.1037/sgd0000081 
 
Weich, S., Brugha, T., King, M., McManus, S., Bebbington, P., Jenkins, R., Cooper, C., 
McBride, O. & Stewart-Brown, S. (2011). Mental well-being and mental illness: 
findings from the Adult Psychiatric Morbidity Survey for England 2007. British Journal 
of Psychiatry: The Journal of Mental Science, 199(1), 23-28. 
doi:10.1192/bjp.bp.111.091496 
 
Wisco, B. E, & Nolen-Hoeksema, S. (2010). Interpretation bias and depressive symptoms: The 
role of self-relevance. Behaviour Research and Therapy, 48(11), 1113-1122. 
 
Zeeman, L., Sherriff, N., Browne, K., McGlynn, N., Mirandola, M., Gios, L., Davis, R., 
Sanchez-Lambert, J., Aujean, S., Pinto, N., Farinella, F., Donisi, V., Niedźwiedzka-
Stadnik, M., Rosińska, M., Pierson, A., Amaddeo, F. (2019). A review of lesbian, gay, 
bisexual, trans and intersex (LGBTI) health and healthcare inequalities. European 
Journal of Public Health, 29(5), 974-980. doi:10.1093/eurpub/cky226 
 
